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Original Article

International prevalence of childbirth-related
post-traumatic stress disorder: INTERSECT study
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Flávia de Lima Osório, Paulina Pawlicka, Yoav Peled, Tiago Miguel Pinto, Valentine Rattaz, Olga Riklikiene,
Julia Schellong, Lara Seefeld, Valgerður L. Sigurðardóttir, Zuzana Škodová, Petra Dörr,
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Zahir Vally, Milica Vezmar, Daniel B. Wright, Haya S. Zedan and the INTERSECT Consortium*

Background
Around 140 million births occur worldwide annually. For some
women, childbirth is traumatic and can lead to childbirth-related
post-traumatic stress disorder (CB-PTSD), with adverse con-
sequences for both women and their families. However, inter-
national evidence remains limited.

Aims
To estimate the international prevalence of traumatic birth and
CB-PTSD.

Method
The International Survey of Childbirth-Related Trauma (INTER-
SECT) is a cross-sectional survey conducted in 31 countries.
Women were eligible if they were 6–12 weeks postpartum,
legally adults and provided informed consent. Recruitment was
through routine maternity services and data were collected from
April 2021 to January 2024. Outcomes were assessed using the
City Birth Trauma Scale. Traumatic birth was coded using DSM-5
criteria for a traumatic stressor, and CB-PTSD classified when all
PTSD criteria were met. Dissociative subtype and differential
diagnoses were also assessed.

Results
A total of 11 302 women from 31 countries took part. Most
participants were married, aged 30–34 years, with average
household income and higher education, and 9.7% identified as
being from ethnic or racial minority groups. The prevalence of
traumatic birth and CB-PTSD varied across countries: traumatic

birth ranged from 7 to 69% (mean 23.3, 95% CI 22.4–24.0), and
CB-PTSD ranged from 1 to 36% (mean 6.7, 95% CI 3.7–9.7).
CB-PTSD subtypes also varied: the dissociative subtype ranged
from 1 to 24% (mean 3.8, 95% CI 2.1–5.4) and acute CB-PTSD
from 0 to 7% (mean 1.3, 95% CI 0.7–1.9). Removal of participants
with potential differential diagnoses did not affect prevalence
rates in most countries. Many participants reported distress and
impairment from symptoms, even when they did not meet
CB-PTSD diagnostic criteria.

Conclusions
Results show that a notable proportion of women experience
traumatic birth and CB-PTSD. The wide variation in prevalence
suggests that cultural and healthcare factors unique to each
country are important. Results emphasise the importance of
routine trauma-informed assessment and culturally informed
support in perinatal mental healthcare.

Keywords
Post-traumatic stress disorder; perinatal psychiatry; trauma- and
stressor-related disorders; childbirth; birth trauma.
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Pregnancy and childbirth involve significant physiological, psy-
chological and social changes, making this a period of rapid
transition. Although childbirth is often seen positively, some
women experience it as psychologically traumatic and develop
childbirth-related post-traumatic stress disorder (CB-PTSD).
CB-PTSD refers to trauma associated with labour, birth and the
immediate postpartum period. Potential childbirth-related traumas
include maternal complications, infant complications1 and maternal
mistreatment (e.g. coercion2). Traumatic birth has been variously
defined and rates vary widely, with meta-analytic estimates that 19%
of women experience their birth as traumatic.3 Some women who
have a traumatic birth develop CB-PTSD, which is defined by
DSM-5 as occurring when a person experiences threats of severe
injury or death to themselves or significant others (in this case the

infant), and has symptoms of re-experiencing the trauma, avoidance,
hyperarousal and negative cognitions and mood.4

Prevalence of CB-PTSD

Meta-analyses estimate that 3.1 to 4.7% of women develop
CB-PTSD postpartum, with 12.3% experiencing clinically signifi-
cant symptoms that do not meet diagnostic criteria (or are sub-
threshold) but still cause distress.5,6 As there are around 140 million
births annually worldwide, even the lower bound of 3% prevalence
means that over 4 million women develop CB-PTSD each year. One
meta-analysis restricted to studies conducted since 2014 reported a
pooled prevalence of 10%, suggesting that CB-PTSD rates may be
increasing.7 Traumatic births and CB-PTSD have a substantial
negative impact on women and families. CB-PTSD is associated
with depression,8 fear of future births,9 reduced breastfeeding,10*INTERSECT Consortium members are listed in the Acknowledgements.
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relationship strain11 and possibly impaired mother–infant attach-
ment and child behaviour.12

Gaps in the evidence

Most research on CB-PTSD comes from high-income countries
such as the UK, USA and European countries. The majority of
studies from low- and middle-income countries (LMICs) have been
conducted in Middle Eastern countries, with significantly higher
CB-PTSD rates in those countries (n= 14) compared with those in
Europe (n= 357). This potentially greater prevalence in LMICs may
be due to more limited maternity care, socioeconomic challenges
and health inequalities. However, the use of different methodolo-
gies, measurement tools and cut-offs makes international com-
parisons difficult. A review of research on negative birth
experiences found that risk factors differed according to country,
study design and methodology employed.13 Thus, to enable accu-
rate cross-country comparisons, standardised methods and meas-
ures are required. Comparable data on the prevalence of traumatic
birth and CB-PTSD worldwide are important in establishing the
disease burden and informing maternity care policies and practice.
This research therefore aimed to estimate the prevalence of trau-
matic birth and CB-PTSD internationally, using standardised
methods.

Method

Design

The INTERSECT study is a cross-sectional study of traumatic birth
and CB-PTSD in women 6–12 weeks postpartum (mean 8.5 weeks,
s.d. 1.9) that aimed to examine the international prevalence,
symptom presentation and associated risk factors for traumatic
birth and CB-PTSD. The protocol was preregistered14 and the
survey conducted between April 2021 and January 2024 for data in
this data-set (edition 1, 202415). Results on the prevalence of
traumatic birth and CB-PTSD are reported here. Findings on
symptom presentations and risk factors are reported elsewhere.15,16

Participants

INTERSECT (edition 1, 2024) includes data for 11 302 participants
from 31 countries: Australia, Brazil, Chile, Croatia, Cyprus, Cze-
chia, Estonia, Germany, Iceland, Ireland, Israel, Italy, Lithuania,
Malawi, Nepal, Nigeria, Norway, Pakistan, Poland, Portugal,
Romania, Saudi Arabia, Serbia, Slovakia, Slovenia, Spain, Sweden,
Switzerland, Türkiye, United Arab Emirates (UAE) and the UK.
Inclusion criteria were that participants: were 6–12 weeks post-
partum; were legally adults in that country (i.e. aged 16 or 18 years
or over); and consented to participate in INTERSECT and for their
anonymised data to be part of the international data-set. Sample
sizes ranged from 127 (Chile) to 1644 (Germany).

Procedures

Protocol procedures were designed to be flexible to accommodate
differences in each country’s context and to ensure accessibility and
feasibility, particularly in LMIC settings. Consent forms and par-
ticipant information sheets were translated and adapted as
appropriate for each country. The survey was conducted according
to the protocol,14 although principal investigators were permitted to
include additional measures relevant to their local context. The
survey could also be embedded within existing projects, provided
that protocol procedures were adhered to and that the larger study
design did not introduce systematic bias (e.g. intervention studies).
Nevertheless, core protocol elements were standardised across

countries, including the INTERSECT survey questions, inclusion
criteria and timing of measurement (see www.intersectstudy.org).
In addition, all participants were recruited within routine maternity
services attended by all pregnant or postpartum women in that
country, although procedures for survey administration varied
across sites.

Participants were recruited through routine maternity services
(e.g. hospitals, clinics, birth centres). Participants were approached
either in person, by telephone, video call or email, and provided
with information about the study. Those who agreed to participate
gave their written or verbal informed consent and contact details.
Surveys were completed between 6 and 12 weeks postpartum on
paper or online (29 countries), or by telephone (Brazil, Germany).

The INTERSECT survey was developed in English and included
validated measures e.g. City Birth Trauma Scale (City BiTS17) and
the Edinburgh Postnatal Depression Scale (EPDS18). The survey
was administered in English in three countries (Australia, Ireland,
UK) and in other languages in the remaining countries. Steps were
taken to maximise the cross-cultural validity of the survey. Ques-
tionnaires were carefully chosen to prioritise those with validated
translations (e.g. the EPDS is validated in over 60 languages).
Where new translations were necessary, researchers followed
consensus-based international guidelines.19 Examination of meas-
ures in INTERSECT samples indicates that they had good psy-
chometric properties.20–22

Primary outcomes of traumatic birth and childbirth-related
PTSD were assessed using the City BiTS,17 which consists of 29
questions that measure CB-PTSD according to DSM-5 diagnostic
criteria.4 Traumatic birth was assessed using two questions that ask
about traumatic stressor characteristics according to DSM-5 criteria:
(a) ‘Did you believe that you or your baby would be seriously
injured?’ (b) ‘Did you believe that you or your baby would die?’.
Traumatic birth was coded as present if participants responded yes to
one or both questions. This operationalisation was used to capture
women’s subjective perception of threat to life or serious injury
during childbirth. Although it does not require or include the
presence of post-traumatic symptoms, it reflects exposure to a
potentially traumatic event and allows differentiation between the
experience of traumatic birth and the subsequent development of
CB-PTSD.

CB-PTSD was measured according to DSM-5 criteria, where
symptoms were specifically related to labour, birth or events
immediately after the birth. Symptoms of re-experiencing, avoid-
ance, hyperarousal, and negative cognitions and mood, were rated
for frequency over the past week (possible range 0–60). To meet
DSM-5 diagnostic criteria for PTSD, participants had to report a
traumatic birth according to DSM-5 criteria (see above), and a
minimum of one re-experiencing symptom, one avoidance
symptom, two symptoms of negative cognitions and mood and two
hyperarousal symptoms at least once in the past week (i.e. a score of
1 or more). These symptoms had to have caused them distress and
impairment, and to have been experienced for at least 1 month
(duration criteria). The scale has good reliability and robust psy-
chometric characteristics across translations,20–25 and good diag-
nostic accuracy.25,26 Internal consistency in this sample was high
(Cronbach’s α = 0·93).

Three subtypes of CB-PTSD were calculated:

(a) CB-PTSD with dissociative symptoms was coded when
either of these dissociation items were endorsed: (i) ‘feeling
detached or as if you are in a dream’ and (ii) ‘feeling things
are distorted or not real’.

(b) Potential differential diagnoses were coded if participants
indicated that their symptoms could be due to medication,
alcohol, drugs or physical illness (yes or maybe).
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(c) Acute CB-PTSD was coded if participants met all DSM-5
criteria for CB-PTSD except for duration criteria. This is
not a diagnostic category, but might indicate delayed-onset
CB-PTSD.

Demographic and obstetric information included age, ethnicity,
household income, education, relationship status, immigration
status, number of children, gestation, time since birth, type of birth
and maternal or infant complications. Maternal and infant com-
plications were perceived complications rated as none/minor/
major. Demographic and obstetric information was collected by
self-report.

Data were collected and coded in each country using a data
dictionary to ensure consistency. Anonymised data from each
country were uploaded to City, University of London’s servers
using a secure Microsoft Teams site. A data protection impact
assessment was approved by City, University of London. Research
governance and data-sharing contracts between host and partner
institutions were in place.

Some variations to protocol arose. Obstetric information was
collected from medical records in Germany, and recruitment via
social media was used in addition to protocol procedures in Norway
and Slovenia.

Ethical standards

Ethical approval was obtained by principal investigators in each
country (see supplementary materials for a list). The authors assert
that all procedures contributing to this work comply with the ethical
standards of the relevant national and institutional committees on
human experimentation, and with the Helsinki Declaration of 1975
as revised in 2013. All procedures involving human subjects/patients
were approved by local or regional research ethics boards.

Analysis

Data from each country were cleaned and harmonised. Non-eligible
cases where the survey was completed outside 6–12 weeks post-
partum (or where this interval could not be exactly calculated) were
removed (n= 1025; absolute range per country, 0–223 records;
proportional range per country, 0–40%). All other records were
retained, regardless of missing data in some variables, to give
analysts maximum discretion in decision-making about data
analyses. Some variables (age, number of children, infant date of
birth) were recoded to ensure that cases were not identifiable. Once
a country’s data-set was fully compliant with the international data-
set, the data were added to the INTERSECT (2024) data-set. Data
are available via the UK Data Service.15

Prevalence estimates were calculated using the conditional
modes from multilevel (mixed) logistic regressions, allowing the
intercept to vary by the country. The intercept estimate was (β0) ̂=
−1.29, with a 95% profile confidence interval of −1.55 to −1.03.26,27
The conditional modes were calculated, which are the most likely
deviations from this intercept for each country.28,29 These were then
transformed into prevalence rates by the addition of (β0) ̂ and use of
the inverse logistic transformation. This procedure increases the
accuracy of individual estimates by using information from the
whole sample.29 Between-country differences were evaluated
graphically, showing their confidence intervals in caterpillar plots.
Participants with missing data on outcome variables were excluded
from analyses on a pairwise basis. Substantive analyses were con-
ducted with SPSS version 29 for Windows (IBM Corp. Armonk,
New York; https://www.ibm.com/products/spss-statistics) and
R statistical software version 4.4.1 (R Foundation for Statistical
Computing, Vienna, Austria; https://www.R-project.org/). The
R package lme4 was used for multilevel models and for calculation
of the conditional modes.30

Results

Sample characteristics

INTERSECT (edition 1, 2024) includes data for 11 302 participants
from 31 countries. Seven of these countries were low- or middle-
income countries (Brazil, Malawi, Nepal, Nigeria, Pakistan,
Serbia, Turkey; n= 3355).

Table 1 shows the sociodemographic characteristics of samples
in each country. Most participants were married, aged 30–34 years
and reported average household income and higher education.
Nine per cent (9.7%) of participants were from ethnic or racial
minority groups, and a similar proportion (10.4%) were not living
in their country of birth. However, there was substantial variation
among countries. For example, the proportion of participants
identifying themselves as being from ethnic or racial minorities
ranged from 0 to 34.5%.

The obstetric characteristics of the samples in each country also
varied (see supplementary materials). The median reported ges-
tational age at birth was 39 weeks (range 15–46 weeks), 51.3% of
participants were primiparous and 3.1% had a multiple pregnancy.
Overall, 29.5% had a Caesarean (15.7% emergency, 13.8% elective),
64.3% had a vaginal birth and 6.2% had an instrumental vaginal
birth. Rates varied greatly among countries, with vaginal births
ranging from 26.7 to 89.3% and Caesarean from 10.4 to 67.4%.
Major complications were experienced by 7.8% of women and
4.4% of their infants overall, but wide ranges were observed
(major maternal complications 1.2–22.1%, major infant com-
plications 0–18.2%).

Prevalence

Figure 1 shows the prevalence estimates for traumatic birth and
CB-PTSD for the 31 different countries, ordered according to
prevalence rates of traumatic birth from low to high.

Traumatic birth prevalence ranged from 7 to 69% (mean 23.3,
95% CI 22.4–24.0), with wide variation among countries (Fig. 1).
The interquartile range (IQR) was 14–27%, with half of countries
falling within this range. The countries with the highest prevalence
of traumatic birth were Malawi (69%), Chile (49%), Nepal (41%),
Saudi Arabia (40%), Spain (35%) and Turkey (35%).

CB-PTSD prevalence ranged from 1 to 36% (mean 6.7, 95% CI
3.7–9.7), with wide variability among countries; the IQR was 3–7%.
Countries with the highest prevalence of CB-PTSD were Malawi
(36%), Saudi Arabia (33%), Turkey (14%), Estonia (10%), Pakistan
(10%) and Nepal (9%).

A scatterplot showing each country’s prevalence estimates for
traumatic birth and CB-PTSD is given in Fig. 2. This shows that
Saudi Arabia and Malawi had particularly high rates of traumatic
birth and CB-PTSD (i.e. a high birth trauma profile). Saudi Arabia
is particularly noteworthy because, of the 97 respondents who
reported a traumatic birth, 83 (86%) met the criteria for a diagnosis
of CB-PTSD. In comparison, only 53% of those in Malawi reporting
a traumatic birth met those criteria. Chile and Nepal had a high
prevalence of traumatic births but fewer participants who reported
a traumatic birth met criteria for CB-PTSD (17 and 22%, respec-
tively). The UAE had a low prevalence of traumatic birth and
CB-PTSD (low birth trauma profile).

Table 2 shows the prevalence rates of CB-PTSD, CB-PTSD
subtypes, distress and impairment.

Distress and impairment varied significantly across countries:
distress ranged from 5 to 82% (mean 44.5, 95% CI 36.5–52.6) and
IQR was between 32 and 59%. Impairment ranged from 4 to 80%
(mean 34.1, 95% CI 27.7–40.6) and IQR was 23–41%. These results
indicate that many more women reported distress and impairment
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Table 1 Sample sociodemographic characteristics

Country N Country’s income statusa
Weeks since birth Age, years Education Household income Relationship status Ethnic/racial minority, Not country of birth

Mean (s.d.) Mode (%)b Mode (%)b Mode (%)b Mode (%)b %c %c

Australia 166 High 8.2 (1.7) 30–34 (33.7) Higher education (74.5) Average (69.9) Married (57.8) NA 38.6
Brazil 596 Upper-middle 8.9 (2.1) 25–29 (29.5) High school (66.6) Average (49.5) Cohabiting (38.4) 34.5 1.6
Chile 127 High 9.2 (1.7) 30–34 (36.2) High school (64.8) Below average (57.6) Cohabiting (63.2) NA 32.8
Croatia 380 High 7.7 (1.4) 30–34 (37.1) Higher education (73.0) Average (61.4) Married (75.8) 0.3 11.1
Cyprus 142 High 7.4 (1.7) 30–34 (40.8) Higher education (93.0) Average (58.2) Married (90.1) 8.5 23.9
Czechia 246 High 6.9 (1.3) 25–29 (35.8)

30–34 (35.8)
Higher education (49.8) Average (77.0) Married (58.0) 1.7 4.5

Estonia 285 High 8.2 (1.6) 25–29 (33.7) Higher education (55.1) Below average (40.7) Cohabiting (61.1) 0.0 0.0
Germany 1644 High 10.7 (0.8) 30–34 (42.9) Higher education (52.0) NA Married (48.3) NA 8.8
Iceland 701 High 7.5 (1.5) 30–34 (32.1) Higher education (72.6) Average (64.5) Married (77.1) 2.5 15.0
Ireland 274 High 7.4 (1.5) 35–39 (37.2) Higher education (79.6) Average (66.3) Married (64.1) 11.4 35.8
Israel 248 High 8.5 (0.5) 30–34 (39.9) Higher education (72.6) Average (34.6) Married (93.5) 6.1 13.9
Italy 211 High 7.9 (1.8) 30–34 (42.2) Higher education (65.0) Average (77.7) Married (42.4) 7.1 18.0
Lithuania 328 High 7.1 (1.1) 30–34 (36.6) Higher education (75.3) Average (58.5) Married (78.4) 0.6 0.9
Malawi 248 Least developed 8.5 (1.6) 20–24 (25.8)

25–29 (25.8)
Elementary (71.8) Below average (88.7) Married (80.2) NA 0.4

Nepal 490 Least developed 7.6 (1.5) 25–29 (40.8) High school (38.2) Below average (48.4) Married (93.5) 28.8 10.6
Nigeria 406 Lower-middle 7.8 (1.9) 25–29 (31.5) High school (58.0) Average (44.0) Married (67.4) 8.6 2.2
Norway 221 High 8.4 (1.8) 30–34 (45.2) Higher education (91.0) Average (59.7) Cohabiting (56.1) 3.2 6.8
Pakistan 335 Lower-middle 9.2 (1.1) 25–29 (40.9) Higher education (37.3) Average (58.5) Married (100.0) 0.6 0
Poland 296 High 10.9 (0.8) 30–34 (36.5) Higher education (73.0) Average (64.2) Married (70.3) 2.4 2.4
Portugal 227 High 7.7 (1.7) 35–39 (32.2) Higher education (65.9) Average (70.6) Married (76.4) 1.9 15.5
Romania 135 High 7.5 (1.7) 30–34 (32.6) Higher education (78.5) Average (60.7) Married (87.4) 3.0 6.7
Saudi Arabia 248 High 10.2 (1.9) 30–34 (31.9) Higher education (67.5) Average (70.5) Married (99.2) 5.1 5.9
Serbia 267 Upper-middle 8.8 (1.8) 30–34 (38.6) Higher education (68.9) Average (65.9) Married (93.6) 0.7 8.6
Slovakia 437 High 7.5 (1.0) 30–34 (38.9) Higher education (58.2) Average (83.2) Married (65.4) 0.7 1.8
Slovenia 236 High 8.2 (1.9) 40+ (30.5) Higher education (78.7) Average (67.2) Cohabiting (55.2) 2.3 3.4
Spain 254 High 8.9 (1.5) 30–34 (38.2) Higher education (72.4) Average (72.4) Married (61.4) 7.5 9.1
Sweden 469 High 9.4 (1.5) 30–34 (45.0) Higher education (80.0) Average (54.3) Cohabiting (57.8) 9.2 12.0
Switzerland 247 High 6.5 (1.1) 30–34 (53.0) Higher education (70.9) Average (68.8) Married (59.5) 5.3 37.2
Turkey 1013 Upper-middle 7.6 (1.3) 25–29 (45.5) Higher education (47.3) Average (65.6) Married (97.3) 19.7 8.7
UAE 165 High 7.6 (1.6) 30–34 (38.2) Higher education (87.9) Average (57.6) Married (100.0) 14.5 27.3
UK 260 High 8.2 (1.7) 30–34 (30.8) Higher education (73.8) Average (56.4) Married (57.8) 17.6 24.9
Total sample 8.5 (1.9) 30–34 (33.6) Higher education (57.3) Average (58.5) Married (67.6) 9.7 10.4
Total N 11 302 11 302 11 058 9302 11 081 8858 11 066

NA, not available; UAE, United Arab Emirates.
a. Countries’ income status according to the Official Development Assistance category used by the Development Assistance Committee of the Organisation for Economic Co-operation and Development.
b. Mode for each country and the percentage of the sample included in that modal group.
c. Percentage of each sample who were ethnic minorities or not living in their country of birth; all percentages are valid percentages (excluding missing data).
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Table 2 Prevalence of CB-PTSD, subtypes, distress and impairment

Country N
CB-PTSDa CB-PTSD dissociative subtypea Acute CB-PTSDa CB-PTSD excluding differential diagnoses Distressa Impairmenta

Prev. (95% CI) Prev. (95% CI) Prev. (95% CI) Prev. (95% CI) Prev. (95% CI) Prev. (95% CI)

Australia 166 5 (3, 7) 3 (2, 5) 2 (1, 5) 4 (3, 7) 43 (38, 49) 33 (29, 39)
Brazil 596 5 (4, 6) 3 (2, 4) 1 (0, 1) 5 (4, 6) 54 (51, 58) 42 (39, 46)
Chile 127 8 (5, 12) 4 (2, 6) 1 (0, 2) 8 (5, 12) 44 (38, 51) 39 (34, 45)
Croatia 380 2 (1, 3) 1 (1, 2) 0 (0, 1) 2 (1, 3) 20 (18, 24) 16 (13, 18)
Cyprus 142 5 (3, 8) 3 (2, 6) 1 (0, 3) 5 (3, 8) 51 (45, 57) 36 (30, 42)
Czechia 246 2 (1, 4) 1 (1, 2) 0 (0, 1) 2 (1, 3) 13 (10, 16) 13 (10, 17)
Estonia 285 10 (7, 12) 5 (4, 7) 1 (0, 2) 9 (7, 11) 57 (53, 61) 45 (41, 49)
Germany 1644 3 (2, 3) 1 (1, 2) 0 (0, 0) 2 (2, 3) 47 (45, 48) 29 (27, 30)
Iceland 701 3 (2, 4) 2 (1, 3) 1 (0, 1) 2 (2, 3) 65 (61, 68) 52 (49, 56)
Ireland 274 7 (5, 9) 4 (3, 6) 1 (0, 2) 6 (5, 9) 37 (33, 41) 27 (23, 30)
Israel 248 1 (1, 3) 1 (1, 3) 1 (1, 2) 1 (1, 3) 5 (3, 8) 9 (7, 12)
Italy 211 4 (3, 6) 3 (2, 5) 1 (0, 2) 4 (2, 6) 64 (58, 70) 35 (29, 41)
Lithuania 328 2 (1, 3) 2 (1, 3) 2 (1, 3) 2 (1, 3) 31 (28, 35) 22 (19, 26)
Malawi 248 36 (32, 41) 1 (0, 1) 1 (1, 2) 36 (32, 41) 70 (66, 74) 61 (56, 65)
Nepal 490 9 (7, 11) 7 (6, 9) 7 (6, 9) 4 (3, 5) 34 (31, 37) 27 (24, 30)
Nigeria 406 2 (1, 3) 1 (0, 2) 0 (0, 1) 1 (1, 2) 8 (6, 10) 4 (3, 5)
Norway 221 8 (6, 11) 6 (4, 8) 2 (1, 4) 7 (5, 10) 79 (74, 83) 43 (38, 49)
Pakistan 335 10 (8, 13) 9 (7, 12) 1 (1, 2) 2 (1, 4) 82 (79, 85) 80 (77, 83)
Poland 296 6 (4, 8) 4 (2, 5) 1 (0, 2) 6 (4, 8) 44 (39, 49) 33 (29, 38)
Portugal 227 3 (1, 4) 1 (1, 2) 1 (0, 1) 2 (1, 4) 61 (55, 67) 35 (29, 40)
Romania 135 6 (4, 9) 4 (2, 7) 0 (0, 1) 4 (3, 7) 32 (27, 38) 26 (21, 32)
Saudi Arabia 248 33 (29, 38) 24 (20, 28) 1 (0, 1) 29 (25, 33) 72 (68, 76) 69 (65, 73)
Serbia 267 3 (2, 5) 1 (0, 2) 0 (0, 1) 3 (2, 5) 15 (12, 18) 11 (09, 14)
Slovakia 437 3 (2, 4) 1 (1, 2) 1 (1, 2) 3 (2, 4) 36 (33, 39) 24 (21, 27)
Slovenia 236 3 (2, 5) 2 (1, 4) 2 (1, 3) 3 (2, 5) 29 (25, 33) 22 (19, 26)
Spain 254 2 (1, 3) 1 (1, 3) 2 (1, 4) 1 (0, 2) 34 (30, 38) 40 (35, 44)
Sweden 469 4 (3, 5) 3 (2, 4) 0 (0, 1) 4 (3, 5) 50 (46, 54) 33 (30, 37)
Switzerland 247 4 (2, 6) 2 (1, 4) 0 (0, 1) 4 (2, 6) 29 (25, 34) 20 (16, 24)
Turkey 1013 14 (13, 16) 11 (10, 12) 6 (5, 8) 12 (11, 14) 41 (39, 43) 37 (35, 39)
UAE 165 2 (1, 4) 1 (0, 3) 1 (1, 3) 2 (1, 4) NA NA
UK 260 5 (4, 8) 4 (3, 6) 1 (1, 2) 5 (4, 8) 40 (36, 45) 32 (28, 36)
IQR 3–7 1–4 0–1 2–6 32–59 0.3–41
β (95% CI) 11 302 −3.05 (−3.43, −2.69) −3.69 (−4.11, −3.31) −4.89 (−5.47, −4.42) −3.23 (−3.62, −2.86) −0.27 (−0.70, 0.16) −0.77 (−1.12, −0.43)
σ (95% CI) 0.95 (0.74, 1.28) 0.99 (0.75, 1.37) 1.14 (0.80, 1.69) 0.97 (0.74, 1.32) 1.15 (0.89, 1.55) 0.93 (0.73, 1.23)

CB-PTSD, childbirth-related post-traumatic stress disorder; UAE, United Arab Emirates; NA, not available; IQR, interquartile range.
a. These variables include participants who met the criteria for a possible differential diagnosis.
The intercept estimates and their standard deviations are shown at the bottom of the table, with their 95% confidence intervals. The intervals for the standard deviations show that there is considerable variation by country.
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than those who met the criteria for a diagnosis of CB-PTSD,
suggesting that subclinical symptoms also cause distress and
impairment.

CB-PTSD dissociative subtype prevalence ranged from 1 to
24% (mean 3.8, 95% CI 2.1–5.4), and IQR was 1–4%. The preva-
lence of CB-PTSD dissociative subtype was over half that of
CB-PTSD in many countries, suggesting that a large proportion of
CB-PTSD includes dissociative symptoms. A notable exception to
this is Malawi, where the CB-PTSD dissociative subtype was rare.

Acute CB-PTSD prevalence was near zero for most countries,
with the exceptions of Nepal (7%) and Turkey (6%); IQR was 0–1%.

Differential diagnoses were not common. Table 2 shows that
removal of participants with a possible differential diagnoses did
not greatly affect prevalence rates in most countries, with the
exception of Nepal (prevalence decreased from 9 to 4%), Pakistan
(decreased from 10 to 2%), Saudi Arabia (decreased from 33 to
29%) and, to a lesser extent, Turkey (decreased from 14 to 12%).

Discussion

The INTERSECT study provides the first large-scale international
estimates of traumatic birth and CB-PTSD, including CB-PTSD
subtypes and differential diagnoses using standardised methods,
across 31 countries. The mean prevalence of CB-PTSD was 6.7%,
with half of countries reporting a prevalence between 3 and 7%
(IQR); this is broadly consistent with meta-analytic estimates of
3.1–4.7%.5,6 The mean prevalence of traumatic birth was 23.3%,
with half of countries having a prevalence between 14 and 27%.
These results reveal significant variation among countries, with
high trauma rates in Malawi and Saudi Arabia and low rates in
Croatia, Czechia, Israel, Nigeria and UAE, suggesting that unique
sociodemographic, cultural and healthcare factors in each country
influence rates of birth trauma and CB-PTSD. The study was
conducted during the COVID-19 pandemic when varying
restrictions were imposed on maternity care, so this may also have
contributed to variation in prevalence rates. The wide confidence
intervals observed for several estimates indicate a degree of
uncertainty, and these findings should therefore be interpreted with
caution, particularly when comparing prevalence rates across
countries.

The results show that a substantial proportion of postpartum
women experience clinically significant trauma symptoms, many of
whom do not meet full diagnostic criteria. Rates of distress and
impairment were high in this sample, at 44.5 and 34.1%, respec-
tively; this is greater than meta-analytic estimates of subclinical
symptoms, at 12.3%.5,6 This difference probably reflects variation in
how subclinical symptoms are defined and measured, and suggests
that previous research may have underestimated the burden of
subclinical CB-PTSD symptoms. This highlights the need for
consensus around how subclinical CB-PTSD is defined and
operationalised, as well as the importance of assessing distress and
impairment alongside symptoms in both research and routine
postpartum care.

Another unique aspect of this study is the investigation of
CB-PTSD subtypes and differential diagnoses. The results showed
that, in many countries, prevalence of the CB-PTSD dissociative
subtype was over half that of CB-PTSD, suggesting that many cases
of CB-PTSD include symptoms of dissociation. Acute CB-PTSD,
where women did not meet the DSM-5 duration criterion, was rare
but findings suggest that there is a small subset of women who
might develop full CB-PTSD over time. Excluding participants with
possible differential diagnoses of physical illness, medication or
substance use did not significantly alter prevalence rates in most

countries. This supports the validity of prevalence estimates from
previous research that did not assess or account for differential
diagnoses. However, removing those with differential diagnoses did
affect prevalence rates in a few countries, highlighting potential
regional factors that warrant further investigation, such as greater
exposure to health-related complications or cultural differences in
disclosure and stigma. This study did not include other psychiatric
disorders as differential diagnoses, so this requires further
examination.

Importantly, many women reported that their CB-PTSD
symptoms had caused them significant distress (32–56%) and
impairment (23–40%) despite not meeting the diagnostic criteria
for CB-PTSD, emphasising the need to include women with non-
diagnostic symptoms in screening and treatment. We need to be
mindful that non-diagnostic symptoms can still cause distress and
impact on a person’s daily functioning. Providing support and
treatment for all women with CB-PTSD, including those with non-
diagnostic symptoms, is therefore important.

Study limitations

This was an ambitious study with notable strengths, including the
international scope and the use of a standard protocol and outcome
measure that assessed CB-PTSD according to DSM-5 criteria.
Limitations include reliance on self-reported questionnaire data,
although evidence suggests that maternal recall of birth events is
highly accurate.31 Because the questionnaires were developed in
English, they required translation and may be less apt in non-
Western cultures. Diagnostic interviews are the gold standard for
assessment of psychiatric disorders, but resource constraints pre-
cluded the use of diagnostic interviews, particularly in low-income
countries. The geographical sampling frames also varied, and the
time frame coincided with the COVID-19 pandemic in some
countries, and thus a country’s data are not necessarily represen-
tative of that country at the national level. The study relied on
participants agreeing to take part, and response rates were not
recorded in all countries so are unknown; therefore some selection
bias is likely, reducing the generalisability of findings. In addition,
variation in recruitment procedures and survey administration
across sites may have further contributed to heterogeneity in the
sample, and should be considered when interpreting cross-country
comparisons.

These limitations partly reflect the need to balance standardised
protocol procedures with adaptations required for implementation
across multiple countries, particularly in ensuring the research was
feasible and accessible to LMICs. Similarly, the nomothetic approach
used to provide comparable data across countries necessarily pre-
cludes ideographic, culturally grounded approaches. Both nomo-
thetic and ideographic approaches have strengths, and results can be
triangulated to improve understanding. Finally, participants from
LMICs comprised just under a third of the total sample and so were
still underrepresented in the INTERSECT data-set (edition 1, 2024).
Thus, further adequately resourced research is needed in order that
national sampling frames and diagnostic interviews can be used to
increase representativeness and accuracy across all countries. Future
research may benefit from targeted follow-up in countries showing
atypical prevalence patterns, in order to better understand potential
contextual and methodological influences.

By providing a large, multinational sample, this study offers
valuable estimates of international prevalence that can be used to
inform future developments in perinatal mental health and
maternity care. The prevalence of traumatic birth and CB-PTSD
across multiple countries illustrates the substantial disease burden
that is likely, especially given previous evidence on the negative
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impact of CB-PTSD on women and families.8–12 Variations in
CB-PTSD rates suggest the influence of unique sociodemographic,
cultural and healthcare factors that may require targeted inter-
ventions; further research on contextual factors is therefore war-
ranted. Learning from countries with low trauma rates can be used
to help improve care and reduce trauma in those countries with
higher rates. This includes strategies to prevent CB-PTSD,
screening programmes to identify at-risk women, referral pathways
and the provision of effective treatment. For example, results
underscore the importance of routine, trauma-informed assess-
ment following childbirth and the need for flexible, culturally
informed approaches to identification and support in perinatal
mental healthcare. The findings can also inform global initiatives,
such as the United Nations maternal health goals32 and World
Health Organization campaigns to reduce disrespect and abuse
during childbirth33 and enhance childbirth experiences,34 sup-
porting better maternal mental health worldwide. In addition, the
high prevalence of dissociative symptoms among women with CB-
PTSD, together with the substantial distress and functional
impairment observed in those with subthreshold symptoms,
highlight the need for clinical assessment and support that extends
beyond categorical diagnosis. Finally, the open-access INTERSECT
data-set15 provides a valuable resource for further research into
factors influencing traumatic birth and CB-PTSD worldwide,
helping to inform intervention on an international scale.
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